Since Cairns described trabeculectomy,l it has been adopted by many ophthalmic surgeons, as it is a relatively effective and safe drainage procedure, particularly for chronic simple glaucoma.
The previously described drainage procedures of anterior sclerotomy, partial sclerotomy and iridectomy, cyclodialysis, iridencleisis, corneoscleral trephine and iridectomy, and sclerocautery have all been found to be unsatisfactory for some reason or other, among which the following are the commonest.
(1) Loss ofanterior chamber. The anterior chamber was lost or became very shallow during surgery or postoperatively, with resulting complications such as anterior synechiae formation, secondary glaucoma, and cataract.
(2) Infection. Owing to the superficial situation of the bleb (being covered only by the conjunctiva and Tenon's capsule) infection was the most feared complication. Some eyes were lost as a result of intraocular spread of the infection, resulting in panophthalmitis.
(3) Large bleb. In some eyes the bleb became so large that it not only became cosmetically embarrassing but also covered the cornea and the pupil, causing visual disturbance.
(4) Malignant glaucoma. Some eyes developed malignant glaucoma soon after surgery. This was due to the forward displacement of the vitreous and the iris-lens diaphragm obstructing the pupil and the outflow of the aqueous humour. (Table 2) : (1) 6/4-6/12, (2) 6/18-6/60, (3) Less than 6/60. Intraocular pressures and visual acuity were recorded at 1 month, 6 months, 1 year, 2 years, 3 years, and 4 years after the operation and compared with the preoperative findings (Tables I and 2 ). Any lens opacities were also recorded. Immediate and late complications were noted.
It will be noticed from Tables 2 and 3 that from the sixth month the end of the 4 years the total number of eyes becomes less. This is because the study began in 1973 and cases are recorded from then until the end of 1977, so not all eyes were subjected to the 4-year follow-up.
SURGICAL TECHNIQUE
Most operations were carried out under a local anaesthetic by the consultant or senior registrar, Atropine drops and chloramphenicol ointment were instilled and the eye was padded. The same medication was used twice a day postoperatively. All eyes were dressed 24 hours later and the patients were allowed out of bed. All patients were observed postoperatively as inpatients and were discharged after a minimum of 7 days provided there were no postoperative complications.
Results

INTRAOCULAR PRESSURE
Six months after surgery the intraocular pressure was found to be less than 21 mmHg in 54 eyes (81-8%) ( Table 1) . Seven eyes needed pilocarpine 4% 4 times a day to bring the intraocular pressure to below 21 mmHg. The remaining 5 eyes showed an intraocular pressure of above 22 mmHg despite medical treatment and had to have other surgical procedures to reduce the intraocular pressure below 21 mmHg.
From Table 3 it can be seen that an intraocular pressure of less than 21 mmHg was achieved in 84-4% of eyes after I month, 81-8% after 6 months, 80-7% after 1 year, 88-1% after 2 years, 88-9% after 3 years, and 80-0% after 4 years. VISUAL ACUITY Table 2 shows that the visual acuity gradually worsened after trabeculectomy. Thus 54-5% of eyes had visual acuity of 6/4-6/12 prior to trabeculectomy, but 4 years later only 25% of eyes retained this visual acuity. Similarly, visual acuity of 6/18-6/6 was found in 35% of eyes 4 years after surgery as compared to that in 24 25% of eyes preoperatively. Before trabeculectomy the percentage of eyes with a visual acuity of less than 6/60 was 21-25%, but this had increased to 40% 4 years after surgery.
COMPLICATIONS
Immediate. Hyphaema occurred in 35 eyes (53%). Its duration varied from 1 to 21 days with an average of 7-4 days. It did not require any special treatment except rest in bed. Shallow anterior chamber was found in 7 eyes (11-6%) lasting from 2-13 days with an average of 5-57 days. Treatment with a firm pad and bandage was found to be sufficient for the reformation of the anterior chamber. Anterior uveitis with secondary glaucoma occurred in 3 eyes (4*5%) and was controlled by topical mydriatics, steroids, and acetazolamide orally. The anterior uveitis settled within 2-10 days with an average of 4 days, and with it the glaucoma.
Late. Lens opacities: Cataract was found in 6 eyes (9 8%) after 6 months. These were in addition to the eyes which had cataract prior to surgery. One eye developed central retinal vein occlusion with marked drop in visual acuity. Retinal detachment occurred in 1 eye and was treated by conventional methods without success.
Discussion INTRAOCULAR PRESSURE
After trabeculectomy 54 eyes showed intraocular pressures of less than 21 mmHg after I month and were considered to be a complete success. In 7 eyes only a partial success could be claimed because the intraocular pressure of less than 21 mmHg was not achieved with trabeculectomy alone but was obtained with miotic drops, pilocarpine 4%. The remaining 5 eyes were complete failures, as they showed an intraocular pressure of more than 21 mmHg despite medical therapy. In these eyes other surgical procedures such as cyclodialysis, Scheie's operation, and cyclocryotherapy were carried out to reduce the intraocular pressure to an acceptable level.
VISUAL ACUITY
The major cause of gradual deterioration of visual acuity was cataract. Fourteen eyes had cataracts before they underwent trabeculectomy, while 6 eyes developed cataract postoperatively. Among the other causes were central retinal vein occlusion (2 eyes had CRVO before and 1 after the surgery), retinal detachment, and the glaucoma itself in uncontrolled eyes.
COMPLICATIONS
The major complication was hyphaema, which is not surprising considering the size of the wound. A significant finding was that out of the 15 eyes which showed intraocular pressure of more than 15 mmHg after trabeculectomy 8 had postoperative hyphaema of more than 5 days' duration. It seems a fair deduction that organisation of the hyphaema may have contributed to the closure of the fistula. Immediately after trabeculectomy 10 eyes had shallow anterior chambers. This was due to excessive drainage as evidenced by large blebs.
In 6 eyes lens opacities progressed rapidly as a result of operation, with immediate reduction in visual acuity. However, visual acuity was improved with glasses in the majority of cases, while 1 patient had cataract extraction at a later date without disturbing the bleb, with reasonable improvement in visual acuity with aphakic correction. It was felt that central retinal vein occlusion and detached retina following trabeculectomy were coincidental rather than the result of the operation.
Conclusions
Trabeculectomy was an effective means of lowering the intraocular pressure to less than 21 mmHg in 80-7% of the eyes being studied. The reduction in visual acuity following trabeculectomy was due to lens opacities. In those cases which were 'operative failures' a postoperative hyphaema was present for
